® Saint Alphonsus

Consent to Treat a Minor -- Employee Assistance Program

Permission is granted for the Saint Alphonsus Employee Assistance
Program (EAP) and its Associates and Employees to provide evaluation,
counseling, and/or referral assistance to:

Name of Minor Child Child’s Date of Birth

I verify that I am the responsible parent or legal guardian of this child.
I have had sufficient opportunity to discuss the condition, the proposed
treatment, the likelihood of success, risks, benefits, and side effects of
the proposed treatment, alternative treatments and non-treatment, and
the likelihood of success, risks, benefits and side effects of such
alternative treatments and non-treatment with my doctor, and all of my
questions have been answered to my satisfaction.

I understand that I may revoke this consent at any time by informing, in
writing to the EAP. Otherwise, this consent shall expire after a period of
90 days from the date of my signature below.

In consideration of this consent, I hereby release the above parties from
any and all liabilities arising there from.

Signature of Parent of Legal Guardian Date
Signature of Minor (if possible) Date
Signature of Witness Date
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® Saint Alphonsus

Child Client Information Form -- Employee Assistance Program

*All identifying information is confidential, to the extent permitted by law.

Today's Date:

Been Here Before? [ | Yes [ | No When?:

Child’s Name: Preferred Name:

Date of Birth: Age: _  Gender: __

Address: City: State: _  Zip:
Cell #: OK to Leave Message?: [ | Yes [ | No

Email: OK to Email?: [ | Yes [ | No

Mother's Name:

Cell #: Home #:

Work #:

Ok to Leave Message?: [ | Cell [ | Home [ ] Work

Mother's Email:

Father's Name:

OK to Email?: [ | Yes [ | No

Cell #: Home #:

Work #:

Ok to Leave Message?: [ | Cell [ | Home [ ] Work

Father's Email:

Guardian/Other:

OK to Email?: [ ] Yes [ | No

Cell #: Home #:

Work #:

Ok to Leave Message?: [ | Cell [ | Home [ ] Work

Guardian/Other Email:

OK to Email?: [ ] Yes [ | No

Marital Status of Parents: [ | Single [ | Married [ ] Divorced [ | Widowed [ | Other:

If divorced, what are the custody arrangements?:

Emergency Contact:

Phone number:

Referred by: [ ] Self

[ ] Supervisor [ 1HR [ ] Co-worker/Friend [ ] Family

Has your child ever received any kind of counseling services? [ | Yes [ | No When?:

The information below pertains to the employee of the company providing this benefit.

Name of Company Providing this Benefit:

Employee Name:

Employee's Date of Birth:
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® Saint Alphonsus

Statement of Understanding -- Employee Assistance Program

Welcome to the Employee Assistance Program (EAP). Your employer sponsors this EAP to help employees and family members
resolve personal problems.

SERVICES:
Your EAP counselor will help evaluate your situation and develop an action plan for resolving the problem. This action plan may
include additional EAP sessions (up to the limits of your company's contract with us), or you may be referred to providers
outside of the EAP who have expertise in your area of need.

The EAP does not provide long-term therapy; neither does it provide specialized evaluations such as psychological testing,
custody evaluations, or court-ordered evaluations. However, we will help you identify appropriate resources to meet these
needs.

CONFIDENTIALITY:
EAP services are confidential. We will not reveal information about our work with you to any outside person or agency, including
your employer, without your written permission. The only exception to confidentiality is by court order, or in those situations
that are life threatening, involve suspected abuse or neglect of a child or vulnerable adult, or represent the commission or threat
of a crime on the EAP premises.

COSTS AND APPOINTMENTS:
EAP services are customized by the employer and usually are paid in full by the employer. Some plans may require copay after
a certain number of visits. Your counselor will be able to explain the details of your plan. If you accept a referral to a provider
in the community, you will be responsible for any costs associated with those services. You should check your health care
benefits to determine if those costs might be covered by your health insurance.

EAP sessions will usually last 45-60 minutes. Your counselor will make every effort to begin and end the sessions on time. If
you fail to appear for a session, or cancel a session with less than 24 hour notice, we will either count that session
against the total allowed by the employer or you may be charged for the time that was allotted to you, depending
on your plan. Your counselor will be able to answer questions about this policy.

THE SAINT ALPHONSUS EAP:
The Saint Alphonsus EAP is a department of Saint Alphonsus. All counselors have earned advanced degrees and maintain state
licenses. If you have additional questions about the EAP, ask your EAP counselor or the Office Manager.

FEEDBACK QUESTIONNAIRE:
In order to monitor the effectiveness of the EAP and identify ways of improving our services. After we complete our work
together, we would like to send you an anonymous feedback questionnaire. Please select from the following options:

[] Please email the questionnaire to the following address:

[] please mail the questionnaire to the following address:

] No, please do not send me a feedback questionnaire.

ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES:

I have been offered the Saint Alphonsus Notice of Privacy Practices that provides information about how the facility may use and
disclose Protected Health Information (PHI) for purposes of treatment, payment, and health care operations.

Please initial:

PATIENT RIGHTS AND RESPONSIBILITIES: I acknowledge that the Patient Rights and Responsibilities brochure was offered to
me and is available in the registration area and upon request. I understand the brochure includes information about visitation rights,
Advance Directives, as well as information regarding other patient rights and responsibilities.

Please initial:

I have read this statement and accept, understand, and acknowledge its conditions and contents.

Signature of Client or Legal Guardian Date

Name of Client (Please Print) Date of Birth
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Non-Discrimination
Notice

Saint Alphonsus Health System, Inc. honors the sacredness and dignity of every person,
complies with applicable Federal civil rights laws, and does not discriminate on the basis of
protected classes, including but not limited to age, race, skin color, national origin {including
ethnicity, culture, or language), religion, physical or mental disability, socioeconomic status,
or sex (including sexual orientation, gender identity, or gender expression).
Saint Alphonsus Health System, Inc.:
* Provides free aids and services to people with disabilities to communicate effectively
with us, such as:
* Qualified sign language interpreters
* Written information in other formats such as large print, audio, accessible
electronic and other formats
* Provides free language services to people whose primary language is not
English, such as:
* Qualified interpreters
+ Information written in other languages

If you need these services, contact our Community Services Coordinator at 1-866-727-6248.

If you believe that Saint Alphonsus Health System, Inc. has failed to provide these services or
discriminated in another way on the basis of age, race, skin color, national origin {including
ethnicity, culture, or language), religion, physical or mental disability, socioeconomic status,
or sex (including sexual orientation, gender identity, or gender expression), you can file a
grievance in person, by mail, fax or email to:

* Patient Relations Coordinator

1055 N Curtis Road, Boise, Idaho 83706
* Phone: 208-367-6226 | Fax: 208-367-8181
* Email: BO-PatientRelations@saintalphonsus.org

If you need help filing a grievance the Patient Relations Coordinator is available to help you.
You can also file a civil rights complaint with the US Department of Health & Human Services,
Office for Civil Rights electronically via web, by mail or phone to:
+ US Department of Health & Human Service 200 Independence Avenue, SW,
Room 509F, HHH Building, Washington, DC 20201

* Web: hitps://ocrportal.nhs.gov/ocr/portal/lobby.jsf
* Phone: 1-800-368-1019 | TTY 1-800-537-76%7

Saint Alphonsus

A Member of Trinity Health




Non-Discrimination
Notice
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Romanian

Atentie: Daca vorbesti [Romania], serviciul de asistanta lingvistic,
fara plata, este laindemana ta (disponibil). Sunala Telefonul
acesta 1-866-727-6248 sau 1-844-801-7932

Chinese

R CINREER RS, SR R EE SR S EENARTS
o SHENES 1-866-727-6248 TTY:1-844-801-7932,

Russian

BHUMAHWE: Ecnn Bbl roBOpUTE Ha PYCCKOM A3bIKE,
TO BaM AOCTYNHbI BecnaaTHbIe ycnyrn nepesosa.
3eoHuTe 1-866-727-6248 Ttenetaiin: 1-844-801-7932.

Farsi
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Serbo-Croatian

OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke
pomodi dostupne su vam besplatno. Nazovite 1-866-727-6248
TTY- Telefon za osobe sa ostecenim govorom ili sluhom:
1-844-801-7932.

French

ATTENTION : Si vous parlez francais, des services d'aide
linguistigue vous sont proposes gratuitement.
Appelez le 1-866-727-6248 ATS :1-844-801-7932.

Somali

DIGNIIN: Haddii aad ku hadasho [lugaddaku dar], adeegyada ka
caawinta lugadda, oo lacag la’aan ah ayaa laguu heli karaa.
Wac 1-866-727-6248 (TTY: 1-844-801-7932).

Japanese
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Spanish

ATENCION: si habla espafiol, tiene a su disposicién servicios
gratuitos de asistencia linguistica. Llame al 1-866-727-6248
TTY: 1-844-801-7932.

Karen
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TTY: 2397-108-448-1. o10m 508200003570 50220008.

Swahili

KUMBUKA: Ikiwa unazungumza Kiswahili, unaweza kupata,
huduma za lugha, bila malipo. Piga simu 1-866-727-6248
TTY: 1-844-801-7932.

Kirundi

ICITONDERWA: Nimba uvuga lkirundi, uzohabwa serivisi zo
gufasha mu ndimi, ku buntu. Woterefona 1-866-727-6248
TTY: 1-844-801-7932.

Urdu
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Korean
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Nepali
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Viethamese

CHU Y: Néu ban ndi Tiéng Viét, cé céc dich vu hé trg ngén ngi
mién phi danh cho ban.
Goi 56 1-866-727-6248 TTY: 1-844-801-7932.

Saint Alphonsus

A Member of Trinity Health

10-2022




® Saint Alphonsus Client Name:

Date:

Summary List -- Employee Assistance Program

SUBSTANCE REACTION

ALLERGIES

Adverse Drug Reaction

CURRENT MEDICATIONS/DATES

SIGNIFICANT MEDICAL OR PSYCHIATRIC ILLNESS

Signature:
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